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NOTE 


This paper is a revised version of a chapter entitled, 
"Women and Children's Health", in a forthcoming publication, 
"Health for All : An Alternative Strategy : Supplementary 
Document", Indian Council of Medical Researeh. 


While working on the chapter,.and through discussions 
with several people, the authors felt that this would be a | 
useful set of data, both for people in the field of health 
as well as women concerned with feminist issues. Although 
the paper does not make any new hypotheses, the value lies 
in the fact that information from various sources has been 


collected collated and analysed. 


Please feel free to use any part of this material, 


giving credit and acknowledgement wherever due. 


Hayek 


| A 
INTRODUCTION : 


It is accepted today that women as a group suffer a 
wide variety of disadvantages even in the most developed 
nations in the world. It is in this context that a fresh 
look at the existing health system is necessary to see 
whether the facilities are sensitive to the situation of 
women. Since the United Nations! declaration of the 
International Year of the Women, jn 1975, much has been 
published on various aspects of the life end work of women. 
This is an attempt to compile and analyse data from various 


sources relating to the health of women in Tndiae 


Health problems of women have been broadly divided into 


two categories (Britto and Daswani, 1984) : 


(a) Illnesses which anise because of and attendant upon 


their reproductive structure and function; and 


(vb) Health problems aggravated due to social tabdoos, 
customs and the overall structure of society and it's 


processes. 


It is difficult to compartmentalise the problems. For 
example, repeated pregnancies are heslth hazards relating to 
the reproductive structure of women. However they occur 
primarily due to the socio-economic and cultural conditions 


prevalent in most parts of the country. 


Nh 


that women face health problems 


1978) starting from sex 


ation in feeding practice 


It has been recognised 


throughout their life cycle (wHO, 
preferences during infancy; discrimin 
biological vulnerability of women during +t 
the effect of a high level of fertility, 
a and maternal mortality. 


he reproductive 


1 


to special 
period, 


problems such as nutritional anaemt 


In this paper, available data has been collected for ge 


various health problems affecting women during various stages 
of their growth. Wherever possible, the information has been — 


related to the prevalent socico-eeonemic conditions. There is 4 
large section on ailments pertaining to the reproductive 
structure and function, primarily because the bulk of 
statistics relate to this aspect. The nutrition of women 
has been viewed in relation to the work they perform. 
Contraception has not been touched upon, since it was felt 
that it worrants a Bdparate analysis. Utilisation of health 
services in the country ond the role of women as health 


personnel have been included at the end. 


AMNIOCENTESIS 


' 
The test came into clinical.use in the US in 1969, in 
+] 4 

order to detect congenital abnormalities, im; India. $4 = : 
QB» mB = 

used as a tool for sex discrimination even before 


the ji 
is born. The concept of infant 


“plan the sex of your baby" apeand 


a . . . 
uring the early cighties and doctors advocate it as ' 
a | 


widely 


\ 
— | 


« 


Wi 


means of family -plenning in spite of the fact that it would 
result ty Lop-sided sex ration (Gokhale ana Gupta, 4983). 
Tn. 1982; a prominent male engactoatat, sxsames. Y have 
conducted at least 6000 tests, averaging 8.10. cases PEF dey 
(Times of India, 5th September 14982). The Medical Termination 
(or Pregnancy Act of 4971 nas nO provision against the 
selective killing of females» although 44+ permits abortions 
of. only upto 20 week ola Foevaecs, mhat the tests are conaucted 
a€uring the 2Ath week of pregnancy » and abortion auring ine, 
second trimester carries 2 risk to the hes ith of the woman 
does not retard the practices The infections ageveloped by 
women during the process of the extraction of the amniotic 


fluid ars usually not publicised: 


. During © recent seminar on Genetic eon se lita pe + in 
Bombay» s male obstetrician from 2 reputed hospital admitted 
that the test was now 400% Puan ook Aeron” Medical Colleges 
4983). There hed heen cases of aSimnee +O the foetus, 25 well 
as one jncident where 2 woman died after tne test, aue SD 
septic snfectione That this death was publicly reporteds 
unearths +he possibility that several may remain concealed. 
It was disturbing to near 4 reputed member of the medical 
profession discuss merely the technical aspects of the 4est 
with, no concern whatsoever about tne yisks %to the womans and 


the ethical amplications of female foeticide- 


An analysis of a small sample of 50 women conducted +O 


determine who was using the tests revealed that more +han 90% 


4 


iS 


A e female child 
of the women had no male child and 68% had on 
(Savara, 1982). After @ 


written about, there is 


round mia-1982>5 when it was widely 


Latte information available in the 


presse 


INFANT MORTALITY ; 

Recording to available statistics (central Bureau of — 
Health Intelligence, 1983) there is a higher rate of infant 
mortality among females. 


Table = 1 


———— 


Infant: Mortality (expressed as'no, of 


‘ 
Sr gh ach es eas as cafe on en en oe aes aw oe i gn en an oe ams me ae a 


een ok eh a SEX 
eee eee 
Males Females Persons 
Rural 1.3.0) 142 136 
Urban 69 71 70 


The Foundation for Research in Community Health h 
as a 


detailed analysis of the mortality profile in thei 1 
| eir rura 
health project, (henceforth referred to as the M a 
+e tn andwa projec 
5 km. from Bombay city (Batliwala, 1983a, Das ges 
In 1982 it was observed that among the q » Daswani, 1984). 
; ea 


ths oce . 
the age group 0-5 years, 64% were female ee. 


ould be an anomaly, however the % Pe 
L3SD~ pattern was repeateaaa 


— 


A further analysis in relation to the age-structure in 
that group was done. 


Table = It 


a Seahe BREE SS iia, Bega) 8, uh ee Sm SEX __ 
Male Female 
(no.) (f) (no.) (4) 
0-30 days 19 A9% uk 20 50%. 
1 month - 5 years 7 32% 15 68% | 
Oo ee ee 26 155) 


While in the neo-natal period the number of female and 
male deaths are roughly equal, after one month of age the 
female deaths aré’ more then doublé that, of male deathe, 1% 
is a well-known phenomenon tha+ neo-natal mortality of - 
female infants is followed by systematically higher mortality 


beyond this period (Sen and Sengupta, 1983). 


An examination of the causes of death reported with 


relation to sex distribution reveal the following : 


ON 


Table _- TIL 


Table - LiL 
cnuse of Death v/s_Sex_ia_Mesede 
Pb | “A . POTAL 
(A) CAUSE OF DEATH NUMBER 
(oe Re 


rv Premature/Small for 
4 Dete — rm, 8 45 
9) Stillbirths 6 5 11 
3) Unknown i 5 5 
4) Abortion 2 zi 2 
>. ‘Fever 4 5 
6) Problems during 
Delivery 2 id D 
7) Asphyxia ‘sa 1 4 
BY. Oia Tat 19 D0 eS 


— — oe ee ee ee ee ee ee ee —— _—— 
-_- _ 
~oseses ee woe es wee ee ee 
——— eo eee 
—_n oes oe ee 
= 


Maile Fem-le 
1) Malnourishment 1 4 
2) Diarrhoea - 3 ; 
3) Fever 4 2 : 
4) Measles . 2 A g 
5) Tuberculosis v) 4 c 
6) Unknown ] 4 : 
eae) oe. ek ee 2] 
BE Da AS 7 ae a ae 
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Tt ae particularly distressing to note that oll five 


deaths reported as "unknown" in the neo-natal period are 


female. During this period, the number of deaths due to 


conditions such as still birthe and premature deliveries - 


which cannot be controlled, are roughly equal. However after 


ome month of age, not only are the number of female deaths 
Significantly higher, but also the causes such as" diarrhoea 
and malnourishment are easily preventirble. Although the 
sample size is small, it is reluctantly admitted that the 


trends observed seem to signify a greater neglect of’ female 
children. 


SEX BIAS IN INFANT MALNUTRITION : 


There is evidence to show that there is a comparative 
neglect of female babies and ‘children, .-especially in North 
India. The extent of discrimination may be heightened during 
an economic erisis such as the Spe act gag 1978° in West Bengal, 
‘wherein the incidence of female children malnutrition was 
substantially greater than that of their male counterperts 
(Kunch end Sen, 1983). 


An interesting study based on empirical field.data 
was conducted in two villages in West Bengal (Sen and » 


Sengupta, 1983). The study is summarised below.: 


Table = Iv 
+4300 
vallege G adake Muse Sco aes i 
pone“ yates BE ee ee 
i UR mE: ; coCuuL, VEE rs 
SAHAIJAP nee ery ee 
; 426 pouschoids 
205 nouseholds 
; m town (15 km 

metailled road to +own eT kin) seolated from 

aitto 


Leftwing» high po1iticas activis™ ‘ 
nil active Tand yeform 
Ip ess 
60% population landless 1 87 Landi 


direct nutritional snterventiom ie 
programme 


Js eer TF ee 


UNDERNOQURTSHMENS INDEX* oF UNDER-2°S 


2% 


Total 54 Total 48 

Males 53 Males 39 

Females 55 Females 55 
2 a 


*Note, the higher the figure» she greater the extent of 


malnutrition. 


Ene average overall nutritional record ot Kuchli is 
higher than that of Sahajapure Given that jandownership is an 
adeauate index of economic prosperity, it is clear that The 
level of malnutrition decreases as Landownership increases. 


This was also evident in the children of landed v/s Jandiess 


parents tn both villages. 


Jee ae 


40 


: In terms of the sex bias, the discrimine tion was. much 
"sho rper in Kuchli. The “hdernouriehment index of the girle 


was “Zaentital in both villag es, however the male children 1x | 
Tt seems that the economic 


= Kuchli are significantly better orf. 


+ 
ae vis-a-vis the land reforms have’ primarily benefited 


pur the direct nutritional 


ffected both 


Chin 


:.* the boys. On the other Manna; in Sehaja 
Ma intorvention through supplementory feeding ‘hes a 


the maie ‘and female. Shi le yen int ele fig Tae | 


Wy ow 


Whether such nutritional vrogrammes should be used to 


combat the sex bias in food distribution within a family is a 
Ee te ¢leer f--9m this study that 


not elevate thie status CL 


‘debatable issue. improvement 
if of the economic situation does 


oo women ~ tt fact tyerentes 2 gcoater Yevel. of. qiscrimination 


os 


by increased savantage to the males. 


ADOLESCENT PREGNANCIBS +. 


In india, 2 Lapee percentage of giris are. married before 


__ they complete their teens. In 2 study conducted among lew ty 


orkers in “Delhi Fate, per cent were 


women construction w 
years and 38. 6 per cent in the 


married in the age group 5- -9 


age group 10-14 years (D'Sougn, 1979) This study is. Sdefal 
that in ‘certain poorer sections of our 


only to indicxrte 
wncies might be 


socicty, the problem of adolescent pregne 


very acute. 


able V presents the mean a2gC¢ at marringe for all India 


(Agarwaole , TO [2a 4 


10 


Table. - Vv 


#907 = 1911 20.2 he 
1941 - 1951 19.8 Rees 
1961 - 1971 ge 


ee a aaa ll 


In the year 1971, 13.6% of the girls between 10-14 
years were reported to be married in rural areas and 3.9% 
in urban areas. This is in contravention of the Child Marriagé 


Restraint Act which prescribes the minimum age for the female 


at 15 years. 


Risks of pregnancy and obstetric complications are 
particularly high under 16 yeers of age. Toxaemia of pregnanc} 
is significantly higher among young adolescents as compared t¢ 


other age groups. In addition, low birth weight babies are 


also born more frequently. 


The yearbook of the department of family planning, 
(Government of India, 1983) presents data for the years 1978 
1981 on the age-wise S® distribution of cases coming for 
medical termination of pregnancy (MTP), A total of 3,918 MTP 
requests (0.5%) were from girls below the age of 15 yvears. 


This is probably an underestimation, and the incidence of 
pregnancy among married and single adolescent girls is Lae 


to be higher than the figures available 


~ @¢ 


PROBLEMS RELATED TO PREGNANCY : 


During the prime reproductive age (15-45 years) the 
average Indian woman becomes pregnant about 8 times (Jeyarao, 
Kamala, 1983). She may ultimately be left with only 3-5 
children due to adverse survivel conditions. Each liveborn 
infant is generally fed up to 2-3 years of age. | 


ao om eae as eww ew eee wees ww wee Se wT eT eS Oe eee ee eee —_eOaeooret wee ee eas 


AND LACTATION 


— = ow ae aw om ge oe ee ew 


Mees Ce a eee ee MONTHS 
Total reproductive life span (15-45 years) : | : 360 
Total duration.of Pregnancies 3 ae 
7 live births eh NOS 
"41 ab or ti or *4 eh mea ; 5 
Motal average duration of lactation 
1 death in infancy | . 6 
6 survivals beyond 1 year 120 
Total time spent in Pregnancy and téetabi on 194 


: ; 


Thus out of the total 360 months of reproductive life, 
200 months or 50-60% of thd: time-is spent in. pregnancy and 
Tactation. Of this, some 140 months are completed before the 


woman reaches 35 years of age. 


O 5 At 4 
) Tl Wes ¥ ap 
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i intake 
i i sase in L£ood 
Not only that, but there 1s no increas 
oO f 9 3 ae 
ements ,o up during pregnancy 
: l status is also evident in the 
ba ieee SUE . 


ond 
even though the requir 
lactation. The poor nutritio date deliveries, 
high proportion of premature and emall for a nat an 

et ie . entk 1 
accounting for nearly one-third of the asians 


rani, 1984). 
Mandwa Project (Batliwala, 1983a, Daswani, 


A study conducted by Muthaia in 1972 showed that 40 per 
cent of the respondents reported ailments during pregnancy. 
Their complaints included indigestion, vomiting, headache, 
bodyache and oedema. Some of these ailments suggest a lack of 
ante-natal care. An Orissa medical Journsl also claims that 
the death rate was high eens women during their first pregnen 
and 92% of them had never attended the ante-nntal e14aniz (The 
Telegraph, 17+th January 1983). 


Muthaia's study elso found that 31 per cent of the 
respondents had more than seven children. The expecting mother 
was given only the normal rest as availed by others in the 


household, both between O-5 months and 5-9 months of pregnancy, 


necessary either because they were not aware of such a 


requirement or could not afford the luxury of rest. 29% of the. 


erye 99.6 
work during O-9 


‘women were given less than 2 months rest after deliv 
per cent of the women attended to household 


months without eny break and 65.9 per cent 


attended +o normal 
manu.l work, 


3 Mie Weis, 


This excessive burdentresults in over depletion of the 


woman! 'S body resources as well as a high degree of foetal 


wastage. The longitudinal studies in human reproduction carried 


out by the Department of Biostatistics of Christian Medical 


College revealed that the rate of foetal deaths per thousand 
. pregnancies was 32, 8/1000, nearly half that of the urban areas, 


66. 1/1000. The foetal death rate for the first pregnancy in the 
rural areas was higher, 37.3/1000, In the urban areas it was 


only the fourth and subsequent pregnancies which had the 


_, highest foetal death rates 74.6/1000,. The report does not 


explicitly distinguish abortion and spontancous wastages. 


ABORTION : 


It is generally estimated that about 50 per cent of all 


_ pregnancies are not carried to completion. Although abortion 


Should not be a method of family planning, induced abortion is 


probably the most widely used method of fertility regulation. 


_Ench year 40-70 per 1000 women of the oe tine \onlacoi a. age here an 


abortion (Britto end Daswani, 1984).° eae a i HES 


For the majority of women wanting an abortion, henlth 


services are not accessible, bet. physically or financially. 


The yearbook of the Department of .Family Planning ana Welfare 


(Government of. India, 1983) presents data on medical 


“termination of pregnancy (MTP) cases by duration of pregnancy. 


It is surprising to.see that for three years (1978-81) an 
average of 15.26 per cent of all MTPs were during the second 


trimester. This is dangerous for women's health, especially 


with the kina of he.lth ét 
areas. That so many wome 


weeks of their pregnancy 


education among the masscs- 


The same volume also pres¢ 


cases by reasons during 1978-81. 


presented below & 


REASONS 


same ee eee SS Eee See 


Pasture OF 
contraceptives 


ey ae 


Grave injury to 
physical health 


Grave, injury to 
mental health 


n came 
does not speak wel 


g in the rural 
in the 1 2- 20th 
1 of family planniZ 


istin 


for an MIP 


ents the distribution of MIP 


A summary of the table is 


Table - VIL 


as ww ee ee eee 


1978-1979 
1979-1980 
1980-1981 


LO7TS=1 972 
1979-1980 
1980-1981 


1978-1979 
19791980 
1980-1981 


1978-1979 


1979-1980 
1980-1981 


1978-1979 
1979-1980 
1980-1981 


1978- “ots 


1979-1980. 


Sh 1981 


1979— 1980 
1980-1981 


amp (1978-81) 

NO. OF CASES ___ PERCENTAGE a 
157107 48.9 
141274 47.3 : 
103064 46.7 | 

4740 one ? 
T1713 2.6 

6756 Zee 3 
10636 4.8 y 
16560 5.6 

19141 6:0 

35772 15.6 

52139 1TS 

51826 16.1 

D4327 15.6 ae 
HOU 15.4 

44055 “hee ee 

10989 8 

18565 ¢ 6.2 

23589 7.4 

36276 tf Som 
47960 aes 

39965 12.0 
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It is interesting to note that the highest percentage of 


MTPs performed in nll the age groups listed were due to failure 


of contraception-(annual percentage around ‘47h) « Indeed, a 


clear case for an emphasis on the health education aspect of 


the family planning programmes, 


In three years there have been 19,239 One heve 
sought to terminste pregnancy on.the grounds that it was 
caused by rape, It is a high figure, however the actuaxk figures 
of rape cases must be much more, given the social constraints 


under which women would seldom reveal that they have been raped. 


The number of deaths per 1000 MTPs conducted is reported 
+0 be of the order of 0.1. Percentage deaths due to abortion 
among all causes of maternal deaths in rur2l areas for the age 
fea ie 15-44 are given below. : 


tabie = Mey 


MMPEROUP gees PERCRNEAGS. OF MATERNAL Daadild PpeeNay Ge 
ES RSS 13.7% 
25 = 34. 8.1% 
Fo 44 21.2% 


Mhe decth information analysis of the Foundation fc= 
Research in Community Health, Mandwa Project revealed certain 
Sigrificant trends in the seasonal distribution of infat 


deaths (Batliwola, 19830, Daswoani, 1984). In both the years, 


HO. ok 


j the 
i thes occured during 
5 Oj : al no. of infant dea 
ee eis ve expect thet the 


a. While it is not unusuel to 


monsoon porio of water borne 
° sac re) c 
monsoon climate would aggravate the inc1iaone 
| sees egntion anc 
disenses, the data enlled for further dis2ér (es 


analysis. 


The data was broken down taking only infant deaths, ane | 
two month intervais were used 
Table - 1X Me 
SEASONAL VARIATION oF INFINT DEATHS (O-1_ YBARD 
 MANDWA_PROJEC® 
1 2 eee ee ee EEIanrEnaer ae a — 
fs foGo* | oe. ee eee 
Infant % of Infont % of . 
_ ae Penths . 9 Totol..____. Deaths. > Totes. eae 
faery. | 6 16% 8 15% | 
March 
April f 4 10% 11 21% 
| : 
Fene ; 8 21% 4 78% 
July 
August ’ 14 37% i3 25% 
September 
October i 1 3h 11 21% 
November : 
Decombor | ee or 6 11% 
38 53 


of infant deaths occur during July and August. 


From table IX, it is evident that the highest. proportion 


Morcover the 
eause of death during this period was largely due. to still 
births and premature deliveries. The only unique feature thous 


these months is that\ they comprise the sowing season. In 


agricultural arenas such «s thes, every pair of hands, 


including those of pregnant women sre required in the fields 


from morning to dusk during: sow ng operations. 


Obstetricians confirm that if women in the lest trimester 
of pregnancy engage in such intense physierl activity, | 
particularly the squatting position which is employed for tasks 
like transplanting and. weeding ; there is continuous pressure on 
the uterus, which cxuses them tics spontaneous Ly abort.. The only 
possible health education ath at such a case is’ to make the 
women aware of these hazards and hope that they will eonfine 


themselves to lighter tasks. 


Despite sD teens Hk le there are 39 lakh illegal abortions 
conducted in Tndia resulting in 6. 6 Lakh deaths every year 
(The Padders tf th Vebruary. 1982). A study conducted in King 
George's Medical Coliege (Lucknow ) revealed that although 18% 


of the pregnancies were terminated in the tet trimester, 67% 


of them had 4 history of interferences (Free Press Journol, 


15th January 1983). 


According to Ghosh (1983) insertion of a stick inside the 
uterus is by far the commonest ie'thod practised by the illegal 


abortionist. Other methods include forcing 2. stick of an 


18 


ee 


n lution 
ube go02p BO 
jngigenous root, on unsterilised rubver * : 


or irritant chemicals. 


eC illegal 
It is not olways 2% dai or 2 guack who performs an g 


of nurses in hospitals who 


cases 
Rok tLe s There have been és 
;on cnses rarely 
indulge in the practice. However septic nanborticn | 
cous ss 
divulge the names of the persons oF eclinice, hen 


2 5srised 
aifficult to track them down. The reason why unocuthoris 


2 a nts in 
clinics or personnel are used, is le .rgely because Pp +ée 


the rursl orea are unaware of MPPs dene in recognised clinics 


free of cost. 


-MATERNAL MORTALITY ; 


@alwalker (1983) indicates that the materne2li mortality 
rate per 1000 live births in India is 520. The maternal deaths 
in selected countries due to complications in pregnancy and or 
child birth are given below (UNICEF, 1983). 


Table - X 
MATERNAL DEATHS PER 1000 LIVE BIRTHS IN 


Mozambique _.6.50 
India sien 6.00 
Tunisin i Ea) 
Dquador 256 
Kenyn 1490 
Jamaica 1.28 
Rumania 0.31 


The Netherlnnds 


Also available is an analysis of the, cause groups for 


maternal mortality in ywural India fom tne, yoer. 1980 | 


(Registrar General of India, 1982). 


‘Mable = IX 
PERCENTAGE DISTRIBUTION OF MATERNAL MORTALITY DUE 


—_——— NTAGE Dio TR eee eee eT 


ee ca eed mela i 


TOTAL NO, OF DEATHS 8E 86 33 
=o a Earnie tis sie en se ee a wn ee eee 
PERCENTAGE 
CAUSES 
Abortion 1301 ata: part” 
 Poxaemia {220 1teeed 15.2 
Aneemia 13550 sa pea 22) Veam 
Bleeding of. pregnancy and ; ' 
puerperium Tee 1255" 3.9 
Malposition of child leading “. f | 
+o death of mother | 4263, URS ree 21.2 
puerperiel sepsis ae 1569 : oe = 15-2 
Se jenestscble ions 19)8.. ee 
£00. 3, G0 100 


. 2 _c a 5 a e€ e 
A Large proportior. of deaths are ceusea due to absence 


of antenatal care i oe Une. 262 grouvs + It has been estimated 
by verious sources +ha%t annemia 16 directly responsible for 


20% of all maternal dcaths (rurct and urban combined ) and is 2 


. . HAG, 
contributing factor 1n another <V/?e 


. 


Sonstige pha 


20 $ 


Be) 24 =4 


* > XX 

of See ound ADoser ey years. It 156 especially P cited 
* : 5 a 

among young children, women of re eproductive age 

& re multiple, put there 16 


The causes of annemia a 
are most affected 2 


pregnancy. 
no doubt that young children and women 
of iron and inadequate 


“pecause of their high requirements 
+ 230 out of 


nutritional intake. It has been estimated tha 


464 million women, or two-thirds of the women in developing . 


countries are anaemia (wHO, 1982). In Asia itself, 65% of 


pre egnant women and 57% of non-pregnant women suffer from 


nutritional anaemia. 
; ?r 


_ Anaemia also lowers the natural resistance of the woman, 
thas making them more susceptible to infections. Post-pubees 
ensemia originates by the unreplaced blood loss which women 


\ 4 
suffer during menstruotion. Without adequate nutrient suppl ioy 


~~ the blood formation will be deficient in the entire period 


until ‘menopause. 
| Se PE 


The required daily allowance of iron for women is 30 Mes; 
which ds 10 mg. more than that for adult men (Gopalan, 1981). 
For pregnant women, this required daily allowance inéscesee : 
to 40 mg. and present social conditions do not cater toa aie? 


which contains a sufficient amount of iron. This together witl 


the high work demands made on the woman, makes anaemia a 


very common problem among pregnant women, 


—— = oo 
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Around 60 to 80% of pregnant women in South India are 
anaemic (The Statesman, 20th July 1983), The prime cause is 
nutritional imbalance, not lack of a particular nutrient but 
&n insufficient amount of food. However it Ge en fue to talk » 
Of iron pills when the majority of those in the rural areas 
heve still to be reached by any health Services, or to 
recommend a balanced diet, hovever cheap, ‘where sometimes 
there is no food at all. 


EXCESSIVE worK OF LONG DURATION s : 
_ A RN REcunaeeemerens: : 


It has bean estimated thnt women perform nearly two- 
thirds of the working hours, receive one-tenth of the world's 
income ané@ -own less than one-hundredth of the world's 
Property (UNICEF, 1983). In India it is estimated that 14-16 
hours or nearly two-thirds of 4 “womans day is speht in 
working (Jain, 1979). Srilatha Batliwala (1982) states that 
the respective energy contribution of men, women and 
children are 31 per cent, 53 per’ cent and 16 per cent 
respectively. Hence the women are working longer and harder 
than the men. The following table gives an indication of the 
nature of these activities and the corresponding calorie 
expenditure based on a rurel sield study covering 3,452 


population in 1980 (Batliwala, 1982), 


i 
—n, 
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47/1, (First Floor)St. Marks Road 
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(A) Domestic 


115 122 ie 
(1) Gathering firewood 7 Bo sd 
2) Fetching water / Hee 4 
3) Carrying. food to farm 312 301 % 
walking to farm 3 287 24 
(4) Cooking : 274 68 £55 
(5) Livestock grazing ere 
293 
SUB-TOTAL 711 Igoe ee: 
(B) Agricultural 
(1) Ploughing 29 3 
2) Irrigation 59 5 
3) Transplanting 25 85 
4) Weeding | 25 SF 
28 Harvesting 57 51 
6) Winnowing = 24 
(7) Threshing 45 ° 
is Manuring a1 10 
9) Nursery 41.5 
Ss Harrowing 12 = 
41) DPransporting 6 - 
SUB-TOTAL 334 255 
(c) Other activities 
(sweeping, cleaning, child 
care, personol care, play, 
étes + 878 715 655 
(D)_Rest_ond_sleep (approx.) | BDOC |. ees 500 650 
TOTAL a 2,475 2,505 1,598 


io 


Firstly, it is apparent that the net onloric expenditure 
per day of the woman is higher than that of the man, How docs 
this relate to calorie intake? The same study looked at the 
pattern of food daistribution within the family among ees 
women and children. The local, dietary staple is the cereal 
regi, which is cooked Ke a dough-like consistency and 


separated into fist-sized balls for eating. 


The distribution 
occurs in the following ratio.: 2 balls for a mon, 135 (for ea 


‘woman and 1.0 for a child. The relative enlorie intake per 
‘man, woman and child works out to 3270 calories, 2410 calories 
and 1640. calories per day respectively. Hence there is 2 
 aeficit of nearly 100 enlories per day for the woman. 
Moreover, this deficit is felt more acutely during pregnancy 
and lactation when an additional 500-600 calories are required. 
The next point to be noted is that women spend. more 
hours 2 day on survival related activities such as fetching 
water (0.78 A oaeeeg) and cocking (2.28 hours). Apart from the 
sheer drudgery of the work, it creates 4 high demand on 
human energy because of great distances vetween the home and 
resource centres, ana/or existence of primitive technology. 
For ci Setoeelae in India there exist 57,000 villages where there 
is no water within 4 kilometre radius (Tuli, 1982). Hence, 
merely collecting a vital source of life leads to ailments 
such as backaches and worn out ‘feet for women. The irony is 
that if only cooking fuel and water. were rendily available 
close to the user, and the efficiency of stoves improved, a 
saving of nearly 500 ‘calories per day for women could be. 


effected. 
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j a 
ueed for cooking @re¢ not only 
ntial henlth hazard 


The present stoves 


\ fh s0te 
primitive and inefficient» bat, ho. ae who spend around 

sa toa that Wome ; 
4 has been estimate ‘ mere 
faeces, *P yrene which 15 equivelent 


N 1983). The 
+o smoking 20 packets of cigarettes > day (SNDT, 9 3) 
: n appropriate model of 


3 hours © day cooking » tnhole benZzo-P 


answer to this would be to promote 4 


whi cL AOE. tO. aN fuel” 
the smokeless tchula', which 45 report 


* * Ld ¢ e 
saving of nearly 50 per cent. The best way to initiate th 


. a , through the 
widespread use of anpronpriate +echnolLosy would be throug 


participatory research mode, combining the know-how of the 


innovation with the acumen of people at the grass-rocts level 


(Batliwale , 1983b). 


UTILISATION OF H#ALTH SERVICES : 


eS 
There ore an extremely limited number of studies on the 
utilisation of health services by women. The only women - 


oriented programmes in the health sector have been maternal 
a 


‘and child health schemes and to some extent family planning. 


The nutritional problem of women have always been considered 


that of pregnant or lactating mothers hence feeding programmes 


focus on this section. There is no doubt that these are 


essential services, however Kamala Jayarao (1983) has 
summerisca the problem "as funcamentally an offshoot of a 


deeper, more complex malady, namely the inferior status and 


expendable neture of the female in Indian Socicty" 


iN 
,e | 


It is felt that women have less access to health 
services not because they are healthier or possess adequate 
health knowledge, -but becnuce their health is a low priority 
(Prakash, 1980). An examination of in and out-patient. records 
of medical institutions reveols that for every 3 men who 
avail of these facilities, ony one woman does s0 (Batliwala, 

1981). The procedures of getting treatment in city hospitals 
is 50 cumbersome and time consuming that women cannot afford 
to wait for 3 hours before a doctor can see them, being so 


hard-pressed for house-work. 


Women are also constrained toc use facilities which are 
staffed primarily by men. India does have a hi;her percentage 
of female health workers than even many developed countriess. 
However it is difficult to get them to accept postings in 


rural areas where the need is the strongest... 


WOMEN AS HEALTH PERSONNEL : 


Although there has been a stendy improvement since 1961, 
the proportion of women in the cadre of grass root level 
health workers is still low (about 20%). Their representation 


in the teaching institutions 15 far below this proportion. 


Ne) 
Ov 


st can eae one aD ae gn A OOP 


. 
noe om es omen on a em 


——— ancien iain ——— 


ES de ee Pea ae TOTAL 
TTCANTIAUEBS > ~ L Lee ae eae minsen 
GRADUATES DE CmN Sst : was ee 
Seerremener Te Se ale 
Male _Femnie Mae _Femele_ ___.__. Male. Sen Reve es 
Rie a - Ai 
1560,297 53,259 535,259 2,955 1,94,687 16,194 


LLL ALLEN AA AEA WA A OLE TD. 


, i int i and EVO 
SOURCE : Medical Council of Inilia, a5 cited in Handbock on 
Scika Welfare Statistics i981, Government of India, 


1982. 


The sole exception is thc obstetrics and cynaecology 
department which has more thar. doubie the number of male 


faculty members. 


Nurses have been labelied the cursed women in the 
medical profession. The nurse : doctor ratio was 253% 
which is far from the ideal ratio of 3:1 (Sweden). The 
distribution of nurses ic as follows (Bang, 1983). 


Table - XIV 


ee ee ee ee ee ee ee ee 


ck at a sas or es a ot ag en Se MALE _ FEMALE 

General Nurses 5.53% (3979) 94.17% (64,273) 

Auxiliary Nurse Midwives 0% 100% (4% 522) 
/? 2Dee 


eee ee 
Se ee err e ap 


ee stsastaseesninsresncssseniasssoones 


-then that a ma jority of the nu>ses 
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The profession is a very insecure one for women, and 


there is a high degree of sexual Harassment, especially on 


night duty. In the remote villnges where the ANMs are usually 


posted, they fell prey to the Loon Lenders. It is no wonder 
come from a Low socio= 
economic eroup and are forcod into their profession. ! 

Bven the community health: worker scheme defeated hopes 
when 80% of those selected and trained by the government were 
men. Sex segregation prevents. them from reaching women and 

their children effectively. Ina recent seminar held. by the. 
Voluntary Health Association of India (VHAL,. 1983) it has been 
suezested th at every alternate village be posted with one 
woman. In this arrangement the mile CHW would take care of “the 
male population in his own village and .the neighbouring one y 
while the female CHW there would attend to the women and 
children in her own’ village and that. of the male CHW village. 
It is not’ cléar whether the idea would net implemented or 


what other problems ait would generate: 


What is clear is that women bias Rees assumed the 


traditional role of looking after the health needs of the ‘entire 


family. If this is recognised +hen the ANMs, CHWs and 


traditional miad€-wives can form a strong infrastructure for 
community heslth care. Together they can manage more than 90% 
of the health problems of the ommuind tyr. especially that of 
women. such a female network will greatly benefit the women 


of the rur2ol areas who do not have any access 4o proper health 


care today. 
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CONCLUSION : 


actor Lonteamet ine + 


and policy making 


o this nerlect is 


neglected. A basic f levels. The 


ale dominance at all planning 


largely 
female sector in economic and social development is & 


ed in the 
outside the market economy. Women “re iw ere 


i C e ives 
subsistence sector of the economy which seldom recel 
| i « . tne 
attention in the statistics or development planning T 
present definition of work or labour force is such that it 


excludes fifty per cent of the work which women do. 


The paradox is that women have always been the main 
providers of health care throughout the world. Providing 
primary health care should include the participation of women. 
Monitoring Ca emede ss adequate antenatal care, emphasising 
that Nuc ti on implace not merely calorie intake but also 
calorie expenditure, family planning methods which sre safe 
as well as effective, and immunisation are only some of the 
areas where women could be effective, 


\ ee te 


Most of all, an attempt should be made towards changing 


the attitudes about women's work load, recognising householée 


and rearing of children «és Dart of 
so as to bring a better balance 


work, health care “work " 

r ’ 
= aA . . — . > 
anc sharing of responsibilities 
Such mensures 
investment in both present 


between men and women, will represent 
an 


and future generations. 
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